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FEBRUARY 17, 1906.

A Clinical Lecture
ON

APPENDICOSTOMY AND ITS POSSIBILITIES.
Delivered at St. George’s Hospital on Dec, 14th, 1905,

BY SIR WILLIAM H. BENNETT, K.C.V.O.,
F.R.C S. ENG.,

COSSULTING SURGEON TO ST. GEORGE’S HOSPITAL, ETC.

GENTLEMEN,&mdash;The patient before us is, as you see, a

woman of middle age who is under the care of Dr. W. Ewart.
She has been for a long time suffering from symptoms
pointing pretty clearly to what is known as ulcerative

colitis, by which it is evident she has been reduced to

the last degree of emaciation and weakness. The usual

remedies having failed to bring about any improvement in
her condition I was asked to see the case with a view

to affording by surgical means facilities for a thorough irri-
gation of the whole of the large intestine. The history of the
case is set forth in the registrar’s notes,l but it is not neces-
sary that it should be given in detail here, as it is sufficient
for my purpose to assume that the nature of the case is as I

have stated and that irrigation of the large intestine, all

other methods having been tried without avail, seemed to be
the only feasible plan of treatment.
In ordinary circumstances the flushing of the whole of the

large intestine is by no means a simple proceeding ; attempts
at effecting it by injections from the rectum, however
cunningly managed by means of the long tube or other-
wise, are necessarily, from the nature of things, often in-
effectual, and the only alternatives available until compara-
tively recently-namely, proximal colotomy or cxcotomy-
are open to grave objections to which I shall presently refer.
I therefore advised that the vermiform appendix should be
utilised in this case as a means for introducing the irrigation.
Appendicostomy was therefore performed, an operation
which has until now been but little used-this is the first
time that it has been done in St. George’s Hospital-but
which has been recently brought into prominent notice by
an admirable communication read at the last meeting of the
British Medical Association by Mr. C. R. B. Keetley.2 The

operation is in ordinary circumstances simplicity itself, as
those of you who saw the proceeding in this patient’s case
can readily understand. An oblique opening into the
abdomen in the direction of the fibres of the external oblique
at the spot usually selected for the incision for removal of
the appendix large enough to admit two fingers is made, the
aponeurosis and subjacent muscular tissues being split in
the ordinary way. The edges of the divided peritoneum
having been held up by pressure forceps one or two fingers
are introduced, the appendix is searched for and hooked
up, a very simple proceeding if there are no adhesions.
In the present case some recent adhesions about the cascum
complicated matters a little but caused, as you saw, no real
difficulty. The appendix having been thus drawn out through
the wound until its base is in contact with the parietal
peritoneum is fixed in this position by a fine stitch of catgut
or silk passing through the meso-appendix and adjacent
edges of the peritoneum, care being taken to see that it is
not twisted or kinked in the process. This stitch on being
tightened up also serves to diminish the opening in the
peritoneum.

In order to avoid any possibility of strangulation of the
included meso-appendix this suture may be knotted after it
has been passed through that structure before its ends are
utilised for approximating the edges of the peritoneum.
Fixation of the protruding appendix is even more simply
effected, when there is no necessity for immediately
opening it, by passing a sterilised safety-pin through
it on each side between the muscular and mucous
coats and closing up the abdominal wound beneath the

1 The details of the case as well as some elementary matters included
in the remarks as delivered are omitted in order to economise space.&mdash;
W. H. B.

2 Brit. Med. Jour., Oct. 7th, 1905.

pins (see illustration). On the day following the opera-
tion in this case the protruding appendix was divided with
sharp scissors a quarter of an inch from the level of the
abdominal wall and finally secured in position by two stitches
of silk fixing it to the skin These stitches, although
probably not absolutely necessary, are desirable in order to
avoid any possibility of undue retraction of the stump.
No discomfort or other disadvantage has arisen, as you
see, from the operation. No reaction of any kind has
occurred, and on this the fourth day, so far as the opera-
tion is concerned, the patient is unconscious of anything
abnormal. A full-size soft rubber catheter passes down the
appendix into the cascum without the patient being conscious
of its presence ; no regurgitation or moisture comes from the
stump. The sphincter at the csecal orifice of the appendix
grips the catheter firmly and closes completely after
its withdrawal. An ideal state of affairs, in fact, exists for
the application of remedies by irrigation, &c., to the whole
length of the large intestine by means of an appropriate
flexible tube passed into the cascum through the stump of the
appendix. A comparison of the condition of affairs existing
in this case now with that which would have been present if
either of the other alternatives to which I have referred-

viz., colotomy or csecotomy&mdash;had been employed strongly
emphasises the disadvantages connected with these, especially
the discomfort and at times serious complications which arise
from the escape of the contents of the bowel, with the

accompanying irritation of the skin about the region of the
opening in consequence of the entire absence of spontaneous
power of control. Perhaps, however, the most striking
superiority of appendicostomy as compared with the other
methods mentioned is the ease and certainty with which the
adventitious opening can be closed after it has ceased to be
of use. All that is necessary in the case of appendicostomy
is to cut down and to isolate the stump of the appendix, to-
deal with it as in a case of removal of the appendix, to drop
it back into the peritoneal cavity, and to bring together the
abdominal wound in the ordinary way ; the difficulties, on
the other hand, sometimes arising in attempts to close the
colotomy or caecotomy opening are too well known to require
comment. In cases of caecotomy there is the further objec-
tion that in consequence sometimes of the free passing away
of the contents of the bowel, immediately after they
emerge from the small intestine, through the opening in
the abdominal wall a condition, in weak subjects, verging
upon starvation rapidly supervenes.
The occurrence of this case gives me the opportunity for a

more general consideration of appendicostomy, an operation,
which does not seem to me fully to be appreciated at the
present time. The operation, like some other sound sur-

gical methods, was the outcome of pure chance in the-
course of an operation for csecotomy by Dr. R. W. Weir 3 of
New York in 1902. Before the cascum had been opened the-
appendix-with commendable unselfishness on the part of an,
organ so much vilified-presented itself in such a suggestive
manner that it was at once employed to establish the com-
munication with the casoum. Since that time ni t more than
a dozen cases of the operation have been published, two of
which are included in Mr. Keetley’s paper, to which I have
referred.
For clinical purposes the possibilities of the operation

may be considered under four heads. 1. As a means of

affording facilities fur the treatment of certain conditions
of the large bowel and possibly of lesions of the small bowel

3 Loc. cit. and New York Medical Record, August 9th, 1902.
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in enteric fever. 2. As a means of relieving certain forms of
intestinal distension. 3. As a means for the introduction of 1
nourishment into the intestine in certain cases. 4. As a i

substitute for csecal colotomy. i

1. APPENDICOSTOMY AS A MEANS FOR THE TREATMENT OF
CERTAIN CONDITIONS OF THR LARGE AND SMA-LL i

INTESTINE, i

Certain conditions in this relation suggest themselves at f
once and are enumerated in the following order in Mr. 1

Keetley’s paper, in which they are dealt with 1’0 fully that it :

is unnecessary to occupy any space in considering them here : i
mucous colitis; dysentery ; chronic constipation ; ileo-coacal I

intussusception ; and ulceration of the colon, syphilitic and
otherwise.

Dr. Ewart is extremely anxious to utilise this operation for
the purpose of obtaining access to the ileum through the
ileo-cseoal valve as he thus hopes to be able to apply local
treatment to the lesions affecting the distal portion of the
ileum in enteric fever. By a sufficient dilatation of the

stump of the appendix it is possible to see the ileo-oascal
valve through a small speculum and so to pass a flexible tube
through it, but it must not be forgotten that. apart from the
difficulty of frequently repeating this proceeding, if the

point of junction of the appendix with the caecum is too
much dilated the sphincter at that spot as well as the
valve of mucous membrane sometimes existing would be
destroyed and the great advantage of appendicostomy&mdash;viz ,
theprevention rf rrfJllr.rjitatioY/, of the bomed contents through.
the stwnp rf the appendix-motcld be ann2clletl. It seems, how-

ever, that the position of the ileo-cascal valve is fairly con-
stant when the cascum is moderately distended and it is then
possible on the cadaver to introduce with comparative cer-
tainty a rigid tube appropriately curved through the ileo-
csecal valve after passing it down the open appendix stump.
It is, however, more than doubtful whether this manosuvre
is sufficiently easy to make it feasible in ordinary cir-
cumstances.4
With regard to chronic constipation, for which appendi-

costomy has been suggested as a means of treatment, there
is no doubt that the introduction of appropriate drugs would
be easy through a short cut to the large bowel such as
this operation provides. At the same time I am compelled
to admit that I do not in practice meet with cases of
constipation which in the absence of adhesions or organic
disease are so intractable as to justify, in my opinion,
any of the operations-e.g., ileo-colostomy-which are at

present practised in connexion with them. Should such
a case, however, come under my treatment I should

certainly try appendicostomy before resorting to short-

circuiting the ileum and colon, not only as the opera-
tion itself is more simple, but also because, unless
current reports are misleading, the ultimate results
of ileo-colostomy are now found to be by no means so
satisfying as we were at first led to expect. In this con-
nexion and in the other conditions for which appendicostomy
is considered suitable, it must be admitted that its scope may
be considerably limited by the fact that for its proper per-
formance the proximal end of the appendix lumen must be
healthy and patent over a length of at least half an inch.
Adhesions, however dense, need be no bar to the operation
as such, although their existence may convert a very simple
proceeding into one of so much difficulty and severity as to
negative the propriety of its performance in some cases. 5

2. APPENDICOSTOMY IN THE TREATMENT OF CERTAIN
FORMS OF INTESTINAL DISTENSION.

There is occasionally met with a form of intestinal dis-
tension after abdominal operations in very toxic cases and in
connexion with some acute diseases-e.g., pneumonia-which
drugs seem powerless to affect, the distension being apparently
due to toxic paresis. In such cases, unless relief can be

4 Since this lecture was delivered further experience shows that the
difficulty of introducing an instrument through the ileo-c&aelig;cal valve is
less than here suggested; indeed, Dr. Ewart tells me that he is now
able to effect an entrance into the small intestine with ease and
certainty.

5 In the course of an examination of 100 subjects post mortem at
St George’s Hospital in 1880-81 with a view to determining certain
points in the anatomy of the c&aelig;cum the appendix in two cases was
represented by a shrunken fibrous cord and in two other instances the
lumen within half an inch of the opening into the c&aelig;cum would admit
only a small bristle. Excepting in these four cases there was nothing
in the series, so far as I can recollect, which would have prevented the
performance of appendicostomy.

given by surgical means, the increasing distension rapidly
leads to a fatal issue mainly in consequence of the embarrass-
ment of the lungs and heart. It is a disappointing fact that
in such cases the mere opening of the bowel is sometimes
followed by little or no relief, the amount of flatus escaping
after incision being curiously little. I can recall a case in
which the intestine was opened in several places with but
very trivial and temporary relief. Indeed, the only really
satisfactory cases of the kind in my own experience have
been those in which the bowel contents were pumped out by
aspiration as the flatus, &c., re-accumulated. With the
intestinal wall in the attenuated state which exists in these
cases the fixing of the margins of the opening around
the pumping tube sufficiently closely for aspiration is
not easy ; it is, however, obvious that a natural canal
like the appendix would be admirably adapted for the pur-
pose, and the next case of the kind with which I meet I
shall certainly try pumping out the intestine through a tube
fixed in the appendix. A difficulty in this matter, of course,
at once suggests itself by the doubt whether in an abdomen
thus distended the appendix could be drawn up through the
abdominal wall, a matter which, I suppose, would largely
depend upon its position ; at all events, it might be possible
if the distended cseoum were first temporarily emptied by
aspiration or by an incision which is immediately closed, for
the appendix to be drawn up before re-distension occurs, an
attempt certainly justifiable in intractable cases like these
in consequence of their gravely lethal tendency. Further,
I think it worth considering whether in certain cases

of resection of portions of gut and some operations
dealing with partly paralysed bowel in which distension may
be apprehended, appendicostomy as a safety-valve against
subsequent distension may not be desirable. The abdomen
having already been opened, the appendix is readily, in the
majority of cases, drawn out by means of a pair of dressing
forceps introduced through a button-hole in the abdominal
wall, fixed and immediately opened, a proceeding which
adds nothing to the severity of the original operation.
Moreover, the open appendix in addition to being a safety-
valve against distension, might be useful for the administra-
tion of drugs and, indeed, of nourishment-a point the
general aspects of which are interesting.

3. APPENDICOSTOMY AS A MEANS OF ADMINISTERING
NOURISHMENT AND AN ALTERNATIVE TO THE

RECTUM FOR THAT PURPOSE.

It is a matter of common knowledge that life can be sus-
tained for an indefinite period by nourishment administered
by the rectum provided that the necessary amount of
nutrient material can be retained by the bowel, and provided
that the patient is not the subject of some disease which
makes a heavier call upon the powers of resistance than can
be met by rectal feeding. At the same time it must be
conceded that, apart from the difficulty often met with in the
retaintion of a sufficient amount of nutrient material during
the course of a protracted case, rectal feeding in itself is
not infrequently painful and in sensitive patients repulsive ;
moreover, the quantity of material introduced is vastly out
of proportion to the amount utilised, and further the
constant disturbance necessary in patients who are grievously

ill often militates seriously against recovery or prolongation
 of life. It must also be allowed, oeteris paribus, that the
 higher up in the bowel nutriment is introduced the greater

is the proportion absorbed for purposes of nourish-
ment.

Assuming these premisses to be correct, it is clear that a

given amount of nutrient material passing into the caecum
. would have a higher nutritive value than a similar quantity
l introduced into the rectum and that a still higher nutritive
l value would be derived if it could be introduced into the

T small intestine.
 As already shown, the operation of appendicostomy in a

normal condition of parts about the cascum is a simple and
entirely safe proceeding in the hands of a competent surgeon.

s It therefore seems to me that in any case in which prolonged
rest of the stomach from food is desirable, or in which feed-

3 ing by the mouth is likely to be permanently or for long
periods impracticable, appendicostomy may provide a channel

n Lt for the administration of nourishment far superior in every
LS respect to that afforded by the rectum; indeed, I am
e inclined to the opinion that in some cases of malignant
it disease of the gullet and cardiac region of the stomach

e it may finally even supplant the operation of gastrostomy
by reason of its simplicity and the avoidance of possibility
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of the operation area being invaded by disease, as is
inevitable in certain instances of gastrostomy for gastric
carcinoma. At all events, it is, I am sure, worth con-
sideration from this point of view. Moreover, appendicostomy
could be undertaken in patients whose strength had too far
gone to enable them to undergo gastrostomy or adequately
performed jejunostomy with any hope of survival. At first
sight the substitution of appendicostomy for gastrostomy in
carcinoma of the stomach seems almost Quixotic but a little
consideration will, I believe, make it clear to any impartial
mind that the idea is in certain circumstances not unreason-
able. Some years ago I had under observation a case of

gastric disease of a non-malignant type in which food could
not be given by the stomach and could not be retained by
the rectum ; death followed finally from exhaustion in spite
of every ordinary effort to sustain life. I have little doubt
that appendicostomy would have afforded a means of giving
nourishment which would certainly have prolonged, and might
have saved, the patient’s life. In this relation I feel con-
vinced that there is a considerable future in discriminating
hands for the operation now under discussion.

4. APPENDICOSTOMY AS A SUBSTITUTE FOR CL-ECAL
COLOTOMY.

Setting aside csecal colotomy as inappropriate for any of
the purposes already discussed, the operation is reduced
to a measure which is applicable only in cases of obstruc-
tion from organic disease high up in the large bowel which
is not susceptible of removal, the scope of appendicostomy
as an alternative must therefore be small, as there are

very few of such cases which cannot be far better treated by
intestinal anastomoses. In any case, however, I am inclined
to think that the advantage on the side of appendicostomy is
more apparent than real, for although the operation itself
may be comparatively easy under normal conditions about
the appendix region, the tendency to contraction of the
patent appendix, however widely dilated, seems to be more
than a set off against the relative severity of the operation
of caecal colotomy ; of course, the tendency to a recontrac-
tion may be obviated by incision into the bowel on either
side of the appendix opening, but if such were made the

operation could hardly be called with exactitude merely
appendicostomy.
Such, gentlemen, are the main points which suggest them-

selves to me in connexion with this operation. I am conscious
that an apology is due for devoting so much time to matters
of which I have as yet comparatively little experience-my
excuse must be that the cases suitable for this operation
are not likely from the nature of things to occur often

enough in the practice of an individual surgeon to enable a
rapid experience to be gained. I have therefore thought it
not unnatural to submit what seem to me reasonable
possibilities for the consideration of others, as the time

necessary for adequate experience of the results at the hands
of one man would probably defer the formulation of any
practical conclusions unnecessarily long. Whatever the
ultimate scope of utility of appendicostomy may prove to be,
it has already established beyond dispute that an organ
which in these latter days has been marked down for some-
what ruthless destruction has, after all, an obvious surgical
use.

LITERARY INTELLIGENCE.-Messrs. Archibald
Constable and Co., Limited, announce an important new
work on the subjct of the Integrative Action of the Nervous
System by Professor C. S. Sherrington, F.R.S., Holt Pro-
fessor of Physiology at the University of Liverpool. The

subject of this book formed ten lectures delivered at the Yale
University in 1904 on the Silliman Foundation. The work
is fully illustrated with diagrams and will be published
in the early spring.-A new volume of the series of
" Notable Scottish Trials " is announced for publication
on Feb. 15th by Messrs. Sweet and Maxwell, Limited,
London. The trial dealt with is that of Dr. Pritchard and
is edited by William Rougbead, W.S., Edinburgh. Every
care has been taken that the report, which is based
upon a careful collation of contemporary accounts of the
trial, should be complete and accurate. Some of the
principal witnesses who appeared at the trial have
gone over the proofs of their own evidence, among
others Sir Henry Littlejohn and Sir William Gairdner,
K.C,B., upon whose testimony so much of the case for
the prosecution depended.

The Hunterian Lectures
ON THE

PHYSICAL ANTHROPOLOGY AND ETHNOLOGY
OF BRITISH NEW GUINEA.

Delivered before the Royal College of Surgeons of England on
Feb. 12th, 14th, and 16th, 1906,

BY CHARLES GABRIEL SELIGMANN,
M.B. LOND., M.R.C.P. LOND., F.Z.S.

LECTURE I.

Delivered on Feb. 1;Itli.

[AFTER some introductory remarks Dr. Seligmann said:]
New Guinea stretches in a north-north-westerly and a

south-south-easterly direction beyond the eastern Malaysian
Islands of Celebes and Gilolo. To its south lies Australia,
separated from it by Torres Straits which is but 80 miles
across. To the east lies the bulk of Melanesia, which extends
to the north of the eastern half of New Guinea almost to
the equator. New Guinea itself lies wholly south of the
equator ; its area is about 300,000 miles ; its western half

belongs to the Dutch; the remaining half is fairly evenly
divided between Great Britain and Germany.
The geological history of New Guinea, so far as it relates

to recent post-tertiary elevation or subsidence, becomes

important ethnologically when the proximity of New Guinea
to Australia is considered. Torres Straits is studded with
reefs and islands, so that if any considerable subsidence had
recently occurred the possibility of the existence of land
communication with Australia would have to be considered.
As a matter of fact there is no evidence of any such con-
siderable subsidence in late geological times ; on the

contrary, it seems clear that throughout the eastern portion
of New Guinea a very considerable amount of elevation has
taken place in late tertiary or recent times, so that the
coastal zone in the central district of British New Guinea
has come to consist largely of recent coraline and alluvial
formations. The interior of British New Guinea as a whole
is composed of a central range of loftv mountains giving rise
to less lofty lateral ranges. In the former metamorphic
rocks appear to predominate while volcanic rocks occur in the
latter.
The New Guinea fauna are of the Australasian type. No

mammals other than marsupial, with the exception of the dog
and the pig which must be looked upon as introduced, occur ;
and I may here so far anticipate as to say that, in spite of
statements to the contrary, there is no evidence that the
natives of Daudai-that part of the New Guinea coast

opposite to Cape York-or, indeed, elsewhere in New Guinea,
physically resemble the Australian black or show evidence of
mixture with any Australian element. With the conditions
prevailing in Torres Straits I shall deal later.
Although the boundaries between British, German, and the

Netherlands New Guinea are not in any sense natural this
inquiry will be limited to the people of British New Guinea,
since but very little material from German or Dutch New
Guinea is available.
The actual task of differentiation of a people into its

proximate elements may be done at sight, or after a slight
amount of consideration in the field, or only after a large
amount of leisurely comparison and consideration, while the
ease with which this analysis is effected will vary according
to the extent to which it is carried and the complexity of
the problem investigated. Where the difference between
two groups is so great as to suggest itself in some particular
at sight and to be confirmed in other details as observation
proceeds, the differentiation of these groups is usually
perfectly sound, and the classification adopted may be of
great and far-reaching importance. As an example of
differentiation at sight confirmed by subsequent experience
which has stood the test of time, Wallace’s wonderfully
faithful desciiption of the points of difference between
the Malay and Western Papuan may be mentioned. The

description given by Wallace, a summary of which I quote,
will ever remain a model to anthropologists, summarising


